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Negro Mortality 
. Urban and Rural Mortality from Selected Causes in the North 
and South 


By Maryianp Y. Penneti, M.Sc.Hyc., and Mary Gover, D.Sc.Hyc.* 


Seven important causes of death are largely responsible for the fact 
that Negro death rates exceed those of the white population. These 


' seven—tuberculosis, nephritis, influenza and pneumonia, intracranial 


LO Re er 


lesions of vascular origin, diseases of the heart, syphilis, and homi- 
cide—caused 514 more deaths per 100,000 persons among nonwhite 
than among white persons in 1940 (table 2). Several other causes also 
contribute to the higher mortality of the Negro. Differences in the 
relative importance of the several causes vary with the degree of 
urbanization in the Northern and Southern regions of the United 
States. 

Death rates from selected causes are presented by size-of-city groups 


‘or the Northern and Southern sections of the Eastern and Central 


‘nited States. Similar data for the West have been omitted; there, 


/ only one-third of the half a million nonwhite inhabitants are Negroes 

' (1). In the North 96 percent of the nonwhite persons are Negroes; 

| in the South, 99 percent. Thus, the mortality data for these two 
regions allow comparison of the Negro race with the white. 


A total of 12,865,518 Negroes and 588,887 other nonwhite persons 
were enumerated in the United States in 1940. The distribution of 


rT ° ° ° ° ° ° 
| the nonwhite population with respect to urbanization and region was 





not like that of the white population (table 1). The total population 
of the United States was divided in the proportions of 29, 28, and 43 
percent, respectively, living in cities of 100,000 or more inhabitants, 
in smaller cities of 2,500 to 100,000 inhabitants, and in rural areas 
with no incorporated place having as many as 2,500 inhabitants (2). 
Since nine-tenths of the total population of the continental United 
States was white, the proportions of the white population in each 
size-of-city group were identical with those of the total population. 


*Biostatisticians, Division of Public Health Methods, Public Health Service. This is the fourth and 
last i series of studies of Negro mortality based on 1940 data assembled principally from reports of the 
National Office of Vital Statistics and prepared at the request of the Special Programs Branch of the Bureau 
of St Services, Public Health Service. This study was in progress at the time of Dr. Gover’s death 
in Auvust 1949. 
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Table 1. 


Nonwhite and white population 


by 


region and population-size groups, 14 1) 


Population by size of city 





Region and color ee Number - nibnneen 7 
| 
100,000 or 2,500 to ’ 100,000 | 2,500 to . _ 
more 100,000 Rural or more! 100,000 Rural 
| 
United States ! 131, 669, 275 | 37,987,989 | 36,435,713 | 57, 245, 573 29 28 { 
Nonwhite 13, 454, 405 3, 636,348 | 2,814, 531 7, 003, 526 27 21 52 
White 118, 214,870 | 34,351,641 | 33,621,182 | 50, 242,047 29 28 H 
The North: ? 

Nonwhite 2, 913, 371 1, 965, 466 | 77, 781 370, 124 6 20 } 
White 73, 206, 738 | 25,663,013 | 22,799,308 | 24,744,417 | 35 31 i 
The South: 4 
Nonwhite 10, 007,323 | 1,480,113 | 2,151, 125 6, 376, O85 15 | 21 | if 

White 31, 658,578 | 4, 587, 400 7,071,845 | 19, 999, 333 15 2? 


! Includes the West— Mountain and Pacific geographic divisions. 
2 New England, Middle Atlantic, East North Central, and West North Central geographic divisior 
South Atlantic, East South Central, and West South Central geographic divisions. 


With respect to the nonwhite population, however, smaller propor- 
tions of the total were in the large and small cities (27 and 21 percent, 
respectively) and a considerably greater proportion (52 percent) in 
rural areas. 

For each race the urban-rural distribution of the population in 
the Eastern and Central United States was the same as for the country 
as a whole. In the South both racial groups were largely rural and 
both were distributed in the same proportions among size-of-city } 
groups. In the North, however, the white population was located 
almost equally in large and small cities and rural areas, while the 
Negroes were predominantly in large cities with only about 13 per- : 
cent in rural areas. Any nonwhite-white comparison of mortality f 
is, therefore, unaffected by degree of urbanization in the South, while 
in the North, account must be taken of the wide difference in the } 
extent of urbanization of the two races. 

The number of resident deaths in 1940 has been tabulated by the / 
National Office of Vital Statistics of the Public Health Service accord- | 
ing to State, population-size group, sex, and color for an abridged list 
of causes of death (3). Crude death rates for nonwhite and for white 
persons have been computed for each of 27 causes for the North and 
South sections of the Eastern and Central United States for each of 
These rates for all ages combined have 








three size-of-city groups. 
been adjusted for differences in the age distributions by the indirect 
method, using the total population of the United States enumerated 
in 1940 as the standard. 

Both crude and age-adjusted death rates are given in table 2 in 
order to show the relative importance of various causes of death among 
white and nonwhite groups. Since the enumerated nonwhite popula- 
tion was relatively younger than the white and comprised only one- 
tenth of the standard population used for age adjustment, it follows 
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hat age adjustment of the crude death rates frequently raised the 
nonwhite rate by a considerable amount and made only a com- 
paratively small change in the white rate (5). The effect of pro- 
portionately more children in the nonwhite population was reflected 
in the extent to which age adjustment lowered the crude death rates 
for such childhood diseases as whooping cough and diphtheria. On 
the other hand, deaths from diseases of old age, such as diseases of the 
heart and cancer, showed considerably higher rates for the non- 
white population after age adjustment. 

The 27 causes of death listed in table 2 account for a large majority 
of the total number of deaths tabulated for the calendar year 1940 
S4 percent of the white and 78 percent of the nonwhite deaths. An 
additional 4 to 5 percent of the deaths were classified as due to infancy 
or conditions related to childbirth. The remaining deaths were com- 
bined under the heading “all other causes” in the abridged tabulation 
3). Other tabulations indicate that nearly 7 percent of the Negro 
deaths were classified as due to senility, ill-defined, and unknown 
causes, subgroups which accounted for less than 2 percent of the white 
deaths in 1940. 


Table 2. Nonwhite and white mortality from 27 causes in the Eastern and Central United 
States! 1940: Resident deaths per 100,000 population 


ae Nonwhite mortality White mortality Ratio of 
- “ : nonwhite 
tional List —— 
Cause of death numbers, a my 
1938 revi- Age-ad- Crude A ge- ud- Crude | justed mor- 
sion justed 2 justed 2 tality 
ises of heart (all forms 90-95 354. 31 251.01 290. 36 295. 50 1.22 
-ephritis 130-132 178. 53 127.41 75. 90 77. 46 2. 35 
l ranial lesions of vascular origin &3 162. 67 113. 54 R65. 85 88. 80 1.87 
Influenza and pneumonia (all forms 33, 107-109 145. 17 126. 02 63. 62 64.12 2. 28 
I reulosis (all forms 3-22 138. 11 125. 00 35. 41 35, 56 >. 9O 
( er and other malignant tumors 45-55 105. 21 77. 44 121. 91 124. 21 86 
\ ents 169-195 86.49 76. 44 70. 48 70, 88 1.23 
Ss ae . 0 64, 5S 4. 64 9,29 9,37 6.95 
H ide 165-168 35. 06 33. 77 3.06 5. 05 11.46 
tes mellitus 61 24.88 17.99 27. ti 8. 23 . 90 
i, intestinal obstruction 122 13. 68 11.06 8. 63 8.74 1. 59 
\ ndicitis_..—- 121 11. 23 10. 50 9. 64 9. 68 1.16 
| ra 69 8.64 6.55 1.12 1.14 7.7 
{ of stomach or duodenum 117 8. 08 6, 29 6.44 6. 53 1. 25 
1) es of ear, nose, and throat 89, 104, 115 7.52 7.51 5. 03 5.02 1.50 
( isis of the liver 124 7.12 5,44 8. 30 8.44 SH 
\] i a oS 6, 21 », RO . 65 65 9. 55 
\ ping cough i) 4.76 5.77 1.83 1, 80 2. 60 
=—_ 163-164 4.71 4.01 14. 40 14. 52 $3 
id and paratyphoid fever »2 3.41 3. 27 . 87 . 87 | 3.92 
B calculi, other diseases of gall- 

t ler 126, 127 3.15 2. 35 6.31 6.43 50 
\ rheumatie fever 5s 2. 57 2. 65 1,22 1.22 2.11 
I hthalmie goiter__. 63b 2.39 1.83 2. 87 2. 91 . 83 

) heria__. 10 1.55 1.74 1. 06 1.04 1. 46 
( spinal (meningococcus) men 
: s 6 61 63 3 } 1.1 
iyelitis, polioencephalitis 
t 36 47 . 53 -79 78 5 
fever__ 8 . 24 . 26 56 55 .43 
lusive of the Mountain and Pacific geographic divisions. 
ith rates specific for cause and color adjusted for age by the indirect method to the total population 
United States enumerated in 1940 
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Diseases of the heart constituted the leading cause of death in 1940 
among both the nonwhite and white population in the Eastern and 
Central United States (table 2 and fig. 1, 4). Nonwhite mortality 
from the second highest cause, nephritis, was only half as great. 
Deaths from intracranial lesions of vascular origin, influenza and 
pneumonia, and tuberculosis varied but slightly in numerical impor- 
tance and followed nephritis in descending order of magnitude. Cancer 
and other malignant tumors ranked sixth as cause of death among 
nonwhites but held second place among whites. Accidents, syphilis, 
homicide, and diabetes mellitus all ranked comparatively high in the 
mortality list for the nonwhite population. 

The difference between the nonwhite and white mortality for each 
cause of death has been expressed in terms of ratios in the last column 
of table 2 and as the percentage excess for nonwhites over whites on 
the right side of figure 1. The greatest difference is apparent for 
homicide, the ninth leading cause of death among the nonwhite and 
the seventeenth cause among the white population. Mortality from 
homicide among the nonwhite population was about 11 times more 
frequent than among the white population. Causes of death which 





NONWHITE MORTALITY PER 100,000 NONWHITE PERCENTAGE EXCESS 
° 100 200 3900 i DV. 200 400 600 800 1,000 
——- s e if - 7 7 f 
Diseases of heart a) 
to 
Nephritis | | 
t— 
intracranial lesions | 
Influenza and preumonig ee 
| 
Tuberculosis | AIEEE 8 
Concer & 
0 
Accidents eS 
b ——— 
Sypmlis | a 
r = — 
Homicide eRe " yx 5 ie 
Diabetes q 
F:- 7 
Hernia | ey | 
rn 
Appendicitis a 
Peliagro a bot EIT SNe ME” 
Uicer of stomach i Dp 
[ } 
Diseases of eor,nose,throat ff aid 
Cirrhosis of liver t u 
Moloria 4 C om ATER 
Whooping cough ] EE | 
oped 
Suicide ] 4 
Typhoid fever | Eee oad 
Diseases of gall biadder I Ej 
Acute rheumatic fever ff aS 
1 
Exophtnaimic goiter ! { 
- 
Dipntneria 1 j 
Cerebrospinal meningitis } | 
| 
Poliomyelitis } Cj 
Scorlet fever } c3 
| 


Figure 1. Nonwhite mortality from 27 cases in the Eastern and Central United 
States, and the percentage excess of nonwhite over white mortality—resident 
age-adjusted mortality, 1940. 
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eccur primarily in the South, namely, malaria, pellagra, and typhoid 
fever, were relatively high when arrayed by this nonwhite-white ratio. 
‘here was also a relatively large nonwhite excess in mortality from 
syphilis and from tuberculosis. Whooping cough, nephritis, pneu- 
monia, and rheumatic fever complete the list of the causes of death 
with rates more than twice as high among the nonwhite as among the 
white population. The nonwhite excess in mortality from heart 
disease was only about 20 percent. 

Mortality rates from each of eight causes of death were numerically 
lower among the nonwhite than the white population (fig. 1). Cancer 
and diabetes were the highest ranking causes of death for the non- 
whites among the causes that showed excess white mortality. Suicide 
showed the greatest percentage excess for white persons, with a mor- 
tality rate three times that of the nonwhite population. 


Ranking of 10 Leading Causes 


The 10 leading causes of death among the nonwhite population in 
1940, arrayed according to magnitude in the Eastern and Central 
United States, are shown in figure 2 for each of three population-size 
groups in the North and South sections. In the South the array of 
causes of death did not vary materially with size of city. Heart 
disease was always in first place; nephritis and intracranial lesions 
were second and third; influenza-pneumonia and tuberculosis were 
fourth and fifth; cancer was in sixth place in the cities and ranked 
seventh in rural areas. 

In the North a few differences in array of nonwhite deaths were 
associated with population size. Heart disease was still the leading 
cause of death. Tuberculosis was in second place except in small 
cities. Cancer was relatively more important as a cause of death in 
large cities where it ranked third; in small cities it ranked sixth and 
in rural areas, seventh. Influenza-pneumonia ranked sixth in large 
cities and fourth in small cities and rural areas. Syphilis was in the 
eighth place in cities and third in rural areas. 

When population groups of the same size are compared, differences 
between the two regions appear for the 10 highest causes of death 
among nonwhites. In cities of 100,000 or more persons, tuberculosis 
and cancer were relatively more important causes of death among 
nonwhite persons in the North than in the South. In the South, 
nephritis, intracranial lesions, and influenza-pneumonia were all more 
important causes of death than tuberculosis and cancer. In small 
cities, the 10 leading causes ranked alike in the North and South, 
except for the interchange of homicide and diabetes in the last two 
places. In rural areas tuberculosis and syphilis ranked higher in the 
North than in the South, while nephritis, intracranial lesions, and 
influenza-pneumonia ranked higher in the South than in the North 


Varech 9, 1951 299 











NORTH SOUTH 
NONWHITE MORTALITY PER 100,000 NONWHITE MORTALITY PER 100,000 











ys oma, MMddthddibhef li, 
OF HEART See 














NE PH Ri Tis a8 S: * i pean 








INTRACRANIAL 
LESIONS 





Udi, 
Sar | 








INFLUENZA, 
PNEUMONIA 


CANCER 


ACCIDENTS 





SYPHILIS 





Size of city 
Via, 100,000 or more 
Lecaseasesd 2,500 - 100,000 

Rural 


HOMICIDE 


DIABETES 





Figure 2. Nonwhite mortality from 10 leading causes in three population-size groups 
in the North and South sections of the Eastern and Central United States—tresident 
age-adjusted mortality, 1940. 


The outstanding differences, then, in the array of causes of death 
in relation to size of community were, in the North, a relatively high 
ranking for cancer in large cities and a high ranking for syphilis in 
rural areas. Tuberculosis ranked as a more important cause of death 
in the North than in the South, while nephritis and intracranial lesions 
ranked high in the South. It niust be kept in mind that these com- 
parisons represent the relative positions of these diseases in the arrays 
for the two regions and not the actual magnitude of the mortality 
rates. 

Urban-Rural Differences 


Nonwhite and white mortality rates for the 27 causes of death are 
given in table 3 for three population-size groups in the North end 
South sections of the Eastern and Central United States- The gencral 
tendency was for mortality rates to decrease with decrease in siz of 
community, as was notably the case for nonwhite mortality fiom 
heart disease, cancer, diabetes, and homicide. With respect to seme 
other causes, mortality rates in large cities may be lower than in srall 
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citi -, although all urban mortality is higher than rural; rates for 


, nep ritis and intracranial lesions were of this pattern. 
- |.. the South nonwhite rates for each of the 10 leading causes of 
dea’ li all showed rural mortality in the lowest place, but in the North 


the rural rates for several causes were higher than those for larger 
communities (fig. 2). Unusually high rates in Northern rural areas 
were observed for influenza-pneumonia, tuberculosis, accidents, and 
syphilis. An analysis of each of the 27 causes of death among non- 
white persons showed that the rural rates were in lowest place 22 
times in the South but only 12 times in the North. In the North 
rural rates ranked first 11 times (table 3). 

actors which influence mortality differences between rural areas 
and small cities are the failure to allocate deaths properly to the place 
of residence and the incompleteness of death registration. Also, the 
reporting of multiple causes of death by physicians occurs more fre- 
quently in urban areas, particularly near large medical centers. The 
details of diagnosis may be less accurately reported in rural areas. 

The ratio of the nonwhite to white mortality also shows the differ- 
ences associated with community size. In the South the nonwhite 
percentage excess of mortality was relatively smaller in rural areas. 
The reverse was apparent in the North. 


North-South Comparisons 


ips 
as The percentage excess of mortality in the North over the South also 
brings out the difference in Northern rural mortality. Comparison of 
Northern and Southern rates for the three population-size groups are 
th given in table 4 for all 27 causes and in figure 3 for the 10 leading 
zh causes, 
in for each cause of death illustrated in figure 3, the percentage by 
th which the nonwhite rates for the North exceeded those for the South 
ns was greater for rural areas than for the urban communities. All but 
n- 2 of the 10 leading causes of death shown in figure 3 were associated 
ys with old age, the exceptions being accidents and homicide. An 
hy ex.mination of the other causes of death indicates that it was chiefly 
th: diseases characteristic of old age that exhibited excessive nonwhite 
mortality in Northern rural areas. 
the observed excess in rural areas of the North has been attributed 
, by nany writers largely to the inaccurate or deficient death registra- 
‘ tion in the rural South. A special tabulation of nonwhite deaths 
i cla: sified as due to senility, ill-defined, and unknown. causes of death 
é has een made by the National Office of Vital Statistics. One-half 
3 of | is subgroup rate has been used as most indicative of death from 
II old .ge and has been added to the sum of mortality from the eight 
old- ge causes of death in the crude death rates which follow. 
| 
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Table 3. Nonwhite and white peaeeiy Rae 27 causes in the North and South sections 
of the Eastern and Central United States, by population-size groups: Resident age. 
adjusted mortality per 100,000 population, 1940 




























































































R ‘ 
Nonwhite mortality White mortality by | Batis of nenwh a . 
by size of city | size of city | size of city Buty by R 
Cause of death REE CER Gass RST CS RRC Ae 
100,000; 2,500 100,000) 2,500 100,000, 2,500 10 
or to Rural} or to Rural} or | to Rural 
more | 100,000 more oven more | 100,000, 2! 
Ru 
The North! 
| 5 
Diseases of heart (all forms). ---.-- 509. 50) 380.78) 409.27) 361.22) 302. 39) 263.85) 1.41 1. 6 10 
OS SS Se 153. 86) 171.44) 146.28) 69.09) 75. 43) 69.93) 2.23) 2.27 
Intracranial lesions of vascular origin | 133. 44| 142. 36| 129.80) 76.15) 90.43) 88.17) 1.75) 1.57 2s 
Influenza and pneumonia (all forms) _| 129.12) 140.15) 154.43) 56.45) 54.29) 58.87) 2.29) 2.58 
Tuberculosis (all forms) -. 200. 26} 136. 30) 228.32! 36.60) 28.37) 30.56) 5.47) 4.80 Ru 
Cancer and other malignant tumors__| 161.57) 133.83) 124.98] 151.56) 131.18) 109.96 1.07 1.02 
—- EP NERA AY BEES AS Pe 74.89) 90.10) 110.90) 64.23) 69.86) 72.07 1.17 1.29 
EE eee ee 71.52) 61.94) 179.28 9.94 8.40) 10.04 3 20) 7.37 
Hepnicide setae aati aici Soda 29.81) 23.03) 15.87 2. 46 1. 57 1.58} 12.12) 14.67 106 
I a nce meerenn 42.46} 46.69) 32.21) 36.88) 31.28) 24.29 1.15 1.49 
Hernia, intestinal ebstruction.._.-- 14.50} 16.70) 9.30) 9.22) 9.20) 8.34 1.57; 1.82 2s 
EE id Sorcrnanchidinn wade tment 11.32} 14.00) 11.00 9.62) 10.98 9. 37 1.18 1, 28 
RCS a a aS 3 .71| = 1.34 . 64 16 .14 17} 4.44) 9.57 Ru 
Ulcer of stomach or duodenum... 8.36) 9.13) 8.03) 7.45) 6.97) 5.41 1.12) 1.31 
Diseases of ear, nose, and throat - __- 6.86} 9.36, 6.33] 4.65] 5.19} 4.90) 1.48) : 
SF ae ag of the liver_. es 9.73} 10.17} 5.91} 11.98) 8.52) 6.16) 81 10C 
EERE Sor eee eee . 66 1. 46 3. 29 ll 09 17 6. 00 
Ww ~~ NSE ie ie 2.45| 5.25) 5.92 7 1.40} 1.62) 3.40 25 
Suicide - i 7.13 6.7 8.97) 14.65) 14.22) 15.07 .49 
Typhoid and paratyphoid fever__. “: -2 3. 84) 30 49 64) 2.97 R 
Biliary calculi, other diseases of gall- } . 
SEE TS a ae eee 5. 06 5.19 6. 27) 7.34 7. 33 5. 79) . 69) 
Acute rheumatic fever. ___--_- i 2.37} 3.67} 3.27) 1.36) 1.39] 1.09) 1.74! 
Exophthalmic goiter__..........--.-- 3.50) 4.45 5 56) 3.17} 3.44 3.23; 1.10) 100 
SIG Sra esiiccrlianwedswaasnmiben . 82) . 89 2. 77} 44 . 63 62) 1. 86 
Cerebrospinal (meningococcus) men- j | 25 
| RES ASSET Ne 47) 1.58 1.05) . 38} . 63 - 38) 1, 24) 
Poliomeylitis, polioencephalitis a 
RE Pe EES . 45) 1.04) . 78) . 45) -97) 1.03 1.00 
ne WOO aia. nits oc cnc es wl 1. 27) 00) 48) 55) 79) «1.27 
_— —--- 100 
The South ? 
fae. fee 25 
Diseases of heart (all forms) -_-- ~~~ --- 491.40) 412.04) 252. 59) 351.70) 284.97) 195. 21 1.40} 1.45) 12 Rui 
SS ae 206. 70) 258.03) 155.57; 90.92) 100.76; 84.58 2. 27 2.56) 18 
Intracranial lesions of vascular origin _| 219. 68| 231.95| 140.04) 88.58) 104.96) 88.10) 2.48) 2.21) 1.59 
Influenza and pneumonia (all forms).| 189.99} 205.27} 122.80} 73.40) 88.12) 80.89) 2.59) 2.33 182 00 
Tuberculosis (all forms) -- _| 164. 42) 143.96] 99.16) 45.70) 49.04) 41.56) 3.60) 294 2.9 
Cancer and other malignant tumors..| 133. 40] 119.63) 70.48} 131.45) 118.78) 79.12) 1.01) 1.01) .8¥ 25 
PR cckn danienasece wet eaatdeud 85. 86) 114.93) 79.09) 75.41} 93.93) 67.85 1.14 1.22) 117 
OS Eee 66.16) 7.09) 48.68) 11.22) 13.66 6. 16 5. 90 5.79, 7.9 Ri: 
RR SO Ee at Terie _| 54.40) 50.41) 27.64 5.31 6. 03 5.94) 10.24 8.36, 4.65 ” 
Diabetes i" “RAP asa _..-| 31.22} 23.38] 14.15] 28.32) 23.94) 14.72 1.10 1.19 0 
Hernia, intestinal obstruction. _------ 21.60} 18.50) 10.05; 10.00) 10.24) 6.46) 2.16) 1.81 . 
Appendicitis. ...........- Sa ice Senda 15.46; 17.18 7.92} 8.62) 13.00 7.40 1.79 1,32 ‘ 100, 
Pel ERRRSESS PA ich eS 82 eT 3.82} 13.75; 11.72 1. 52 3.75 4. 64 2. 51 3. 67 
Uleer of stomach or duodenum. -..-.--. 11.85; 11.86) 5.41 7.06] 7.33) 5.12) 1.68) 1.62 25. 
Diseases of ear, nose, and throat. ---- 7. 51 9.07} 7.17) 4.84) 7.52) 4.68 1.55; 1.21 
ag REST 7.63) 10.48 4.57) 11.28) 8.82 4.44 . 68 1,19 Rur 
EE RSS ea se Ee Sys er. 2 1,03 5. 56 9. 55 42 1.61 2. 36 2. 45 . 45 
Whooping I vc cinies cceenitn acted 5.85, 5.65) 4.77; 2.65) 3.16) 2.75) 2.21 
a ad ee tae 4.98) 5.01; 3.00) 18.31) 16.82) 11.18 27 
Bitar hoid and paratyphoid fever... _- 1.92) 4.61) 4.13 .77| =1.93] 1.96] 2.49 100, 
wA et other diseases of gall- 
EE EES SC SE 3. 57 2.90; 2.04 6. 48 6.36; 3.92 . 55 2,5 
A. _ eae tie opetentanes 3.45) 2.85) 2.26) 1.27) 1.03) 1.10) 2,72 
Exophthalmic goiter__.............-- 2. 02 3. 02 1,37 2. 37 2.10 1.40 . 85 Rur 
OS Sas COPS Fane 1.11) 2.38) 1.56 95} 2.24) 2.06) 1.17 
Cerebrospinal (meningococcus) men- 
0 REITER FEES GRE ek! .73 . 88 53 . 55 . 83 . 66) 1.33 
Poliomyelitis, polioencephalitis 
iE SAS A BG Ey. RE SEC . 26 . 52 . 46 . 57 . 78 75 . 46 . 67 
ON PEE NIE GOI LS . 25 .17 .12 . 32 - 52 43 -78 33 
Figu 
ad The North: New England, Middle Atlantic, East North Central, and West North Central geog: phic Siz 
visions. St. 
2 The South: South Atlantic, East South Central, and West South Central geographic divisions. on 
i=) 
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Figure 3. Nonwhite and white mortality from 10 leading causes in three population- 
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8 old-age causes - 1094. 10 1125. 28 681, 68 uh 
Ill-defined and senility ee 28.85 , 47.49 83. 52 his 
Wiel oOo. --. 1122.95 1172.77 765.9 fn 























The above data add evidence to the findings that nonwhite mortality | 
rates were relatively low in large cities and in Southern rural areas, and ¥ dic 
high in rural areas of the North. The causes responsible for the high 3 tul 
Northern rural mortality rates were largely the diseases characteristic J (e: 
of persons in the older age brackets. : 

. . . . In : 
Table 4. Relative differences in mortality from 27 causes between the North and South cal 
sections of the Eastern and Central United States, by population-size groups: Nonwhite ; 
and white resident iit mortality per 100,000 population, 1940 exe 
Ratio of North to South mortality RE] 
Nonwhite mortality by size White mortality by size of l) 
Cause of death of city g city 
| | ot Ss Sage ae CPX Soh >) 
100,000 | 2,500 to ‘ 100,000 | 2,500 to ‘ 
or more | 100,000 Rural | or more | 100,000 |. Rural ; 
— —_—— — —_—— — - — gery, —_ —— — senel — - } 
Diseases of heart (all forms) 1.04 0.92 | 1. 62 | 1.03 | 1. 
Ce OEE ms .74 | . 66 | 94 | . 76 | ( 
Intracranial lesions of vascular origin 61 | . 61 93 | . 86 | 8 4) 
Influenza and pneumonia (all forms) . 68 | . 68 1. 26 | 77 6 
Tuberculosis (all forms) ---_- 1.22 | 95 2. 30 | 80 | il 
Cancer and other malignant tumors 1. 21 1.12 1.77 1.15 | 1. 
ETA et = . 87 | 78 | 1.40 | 85 | : 
acaba ee Aa: 1.08 | 78 | 3. 68 | 89 | Othe 
Homicide snatoed 55 46 | 57 | 46 | x ie 
Diabetes mellitus. ___- 1.36 | 1. 65 | 2. 28 | 1.30 | 1. d) 
Hernia, intestinal obstruction . 67 | 90 | 93 | 92 | .§ 
Appendicitis_..........-. 73 | 81 1.39 1.12 | 
Pellagra. ---- .19 | .10 . 05 |} 
Uleer of stomach or duodenum 71 77 | 1. 48 1.06 | 
Diseases of ear, nose, and throat 91 1.03 . 88 . 96 
Cirrhosis of the liver______._-- 1. 28 97 | 1.29 1.06 | 
Malaria... _- piers dinearionrsid . 64 | . 26 | 34 | . 26 
Whooping cough. es OSE es . 42 . 8 | 1. 24 | 27 
| EOS Se é 1.43 | 1.35 2. 99 | .80 | 
Typhoid and varaty phoid fever 46 | 59 . 93 | .39 
Biliary calculi, other diseases of fall | 
_ See eb 1. 42 | 1.79 | 3.07 | 1.13 1. 
Acute rheumatic fever_ RENE STE ae . 69 1. 29 | 1.45 | 1.07 | Li 
Exophthalmic goiter____...___.- ltl 1.73 1.47 4. 06 1.34 1.6 
Diphtheria- Fae A RE m . .74 .37 | 1.78 . 46 | x 
Cerebrospinal (me ningococcus) meningi- | | 

| SE a aT Se La TR | . 64 | 1. 80 1. 98 | - 69 | “ 

Poliomyelitis, polioencephalitis (acute) - 1.73 | 2.00 | -70 | .79 2; 
ay 2.44 Sg cece 1. 50 1. 
Summary 

Death rates from selected causes among nonwhite and hit: 
persons are presented for three population-size groups in the Nor her! 
and Southern regions of the Eastern and Central United States. The 

Mar 
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97 ca ises discussed in the paper accounted for a large majority of the 
deat! s tabulated in 1940. 

Th 10 leading causes of nonwhite deaths were: diseases of the 
2 2% ME heart. nephritis, intracranial lesions of vascular origin, influenza and 


M98 pneu nonia, tuberculosis, cancer and other malignant tumors, acci- 
3.19 HB dents. syphilis, homicide, and diabetes mellitus. Among the diseases 
— that showed excess white mortality, cancer and diabetes were the 
3.52 MB highest ranking causes of death among nonwhite persons. Among the 
= » ME 27 causes, homicide showed the greatest percentage excess for non- 
i white persons, and suicide for white persons 

ity In the South the array of the 10 leading causes of nonwhite deaths 
and HB did not vary materially by size of city. In the North, however, 
high HF tuberculosis and cancer were relatively more important causes of 
istic HB death in large cities, and syphilis in rural areas. 


Nonwhite mortality rates were relatively low in large cities and 

in Southern rural areas and were high in rural areas of the North. The 

re causes of death occurring mainly in old age were those that exhibited 
excessive nonwhite mortality rates in Northern rural areas. 
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Health Department Assistance in Nutrition Education 
in Elementary and Secondary Schools 


By Froy Evcenta Wuarreneap, M.S.* and Freprick J. Stare, M.D.} 


Who in public health is concerned with nutrition education in the 
public schools, and what specifically is involved in contributions to q 
genuinely effective program? 

It seems necessary that both school and public health personne! 
arrive at and accept some clearly defined purpose of nutrition educa- 
tion if they are to act with direction and without misunderstanding. 
Once they have accepted and understood their purpose they have 
rather definite ideas about what they may do, for (in educational 
realms at least) purposes determine scope, method, and activity. 
They also give direction to evaluation. 

When an approach is made with the idea of setting up goals 
or purposes once and for all, the outcome is apt to be extremely 
limited. However, when the approach is made with the understand- 
ing that the goals formulated are subject to revision as need arises, 
the outcome is potentially rich. Sometimes it is helpful if general 
objectives which relate to both the elementary and secondary schools 
are developed with long-term implications. It is within specific 
objectives for specific age groups that one would hope to find the 
greater variation and the shorter-term implications. 

For example, a general purpose may be to improve the nutritional 
status of children and teachers. This is a long-term, over-all purpose 
involving both behavior and fact. The extent to which the nutrition- 
education program contributes evidence of moving toward that pur- 
pose is the extent to which evaluation may be most genuine. A spe- 
cific purpose, usually related to a general purpose by inference or by 
repetition in part, may be to guide fourth-grade children to appraise 
their food habits and to plan and carry out ways of making them better. 
This is a relatively short-term purpose. Progress toward it may be 
measured at short-term intervals. It is specific for fourth-grade chil- 
dren and when it has been reached, some progress has been made 
toward accomplishing the general purpose mentioned.' 

Once purposes of nutrition education are formulated (this me y re- 
quire several meetings and considerable revision), activities will egit 

* Department of Nutrition, Harvard School of Public Health, Boston, Mass. 
t Nutrition Consultant, Public Health Service. 


1 For examples of purposes, objectives, goals, activities, and evaluation devices and procedures « ¢ refer De 
ences 1, 9, 8, and 4. 
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to fi in a program with efficient and gratifying outcomes—especially 
whe: that program is planned on the basis of needs of the children 
; and ieachers concerned. 
ton Some of the “assistance” which is now being given by health depart- 
ments to nutrition education in school programs includes services of: 
(1) nutritionists, (2) nurses, (3) sanitary engineers, (4) medical-social 
workers, (5) dentists and dental hygienists, (6) health educators, 
(7) laboratories, and (8) physicians. Of course, many areas may have 
none or only some of the services to offer. In a relatively few metro- 
the poliian areas may be found all of the services. Regardless of the 
public health personnel available, the services of the laboratories may 


to a 
nearly always be obtained through some medium. 
nnel Services of the eight groups, as directly related to nutrition educa- 
uca- tion in schools, are described here as though they were all available 
‘ing. from either local, district, or State health departments. 
lave Public Health Nutritionists.2 Service given by the public health 
onal nutritionists to school programs is only one of many in the total 
rity. nutrition program, yet it is a very important one and usually stems 
from the role of a consultant. School people look to nutritionists for 
oals guidance in interpreting nutrition to teachers, to parents, and to school- 
1ely lunch personnel. This service may take effect through participation 
nd- in teacher-training activities, such as conferences, workshops, and 
Ses, group discussions in both preservice and inservice teacher-training 
eral programs. The nutritionist is regarded as a resource person and as a 
Dols technical adviser who helps school personnel keep up to date on 
“ific nutrition information, films, books, pamphlets, and effective ways of 
the using these and other media in nutrition education. Sometimes the 
nutritionist works directly with children (and their parents) who have 
nal special nutritional problems, such as overweight, underweight, and 
Ose diabetes. She rarely “takes over’’ a class for a teacher but rather 
on- works with her in planning learning experiences or developmental 
yur tasks for children within classrooms and school lunch rooms. She 
pe- constantly emphasizes nutrition as being essential to better health. 
by She must help school people develop an ‘‘ideal’’ of a well-nourished 
Lise child (6). She must also help them to realize fully that no single factor 
ter. is of more importance to a child’s well-being than is nutrition (6). 
be Public Health Nurses. Assistance which public health nurses give 
hil- to nutrition education in school programs should be complementary 
ide to hat given by the nutritionist. Nurses who are well aware of the 
pur.ose of the program can give invaluable service by ‘“‘carrying the 
re- sale message’’ as that of the nutritionist into homes they visit, into 
zi we -child conferences, preschool conferences, and by being alert to 


nu! ition teaching opportunities to interpret relationships between 





: Pub. Health Rep. 65: 411-445 (1959) for an interpretation of Nutrition Programs in State Health 
Dep: tments. 
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nutrition and growth, structure of bones and teeth, resistance to jn- 
fection, capacity to work, attainment of full physical vigor, and ‘he 
enjoyment of healthier living. They, like all other workers in public 
health, give special impetus to nutrition education when they are «ble 
to teach children by precept and example that nutrition is import» nt, 
An overweight nurse is hardly an asset to a nutrition education 
program. This holds for all school and public health personnel. 

Sanitary Engineers. These representatives of the health depart- 
ment usually assist school principals in the work of safeguarding the 
water, milk, and other food supplies. They also conduct classes for 
food handlers. They serve nutrition education when they prepare 
and interpret materials relative to their activities, which teachers 
may use in classrooms. An interpretation of the State sanitary code 
in language the fifth-grader can understand will help in extending the 
school’s nutrition-education work. When sanitary: engineers take 
time to conduct field trips into community ‘‘water works,” dairies, and 
market places with high school age boys and girls, they make a valu- 
able contribution to nutrition education. The assistance of this 
group has been widely recognized as it has contributed directly to 
helping provide sanitary school lunchrooms which are the “labora- 
tories” for nutrition education. 

Public Health Dentists and Dental Hygienists. Perhaps this group 
gives more assistance to nutrition education than is generally realized. 
Because they, with the help of private dentists, reach almost every 
child in school, their opportunities to assist are almost as frequent as 
that of classroom teachers. When a child sits in the dental chair and 
hears the dentist or dental hygienist say the same things about foods 
which are essential to building strong bones and teeth and healthy 
gums that were said at school, he is impressed to such an extent that 
he often returns to his classmates and says, “That dentist told me 
the same things about what to eat as we talked about in class!” 
When teacher, dentist, nurse, and others all present the same nutri- 
tional messages to children, they remember them and are likely to 
practice them. 

Medical-Social Workers. Although the services of these workers 
are, at present, mostly available at State and district levels, and the 
shortage of personnel limits their work with other agencies, t/iey 
assist appreciably with nutrition education in schools. When medical- 
social workers are brought into teacher-supervisor conferences 
workshops for the purpose of interpreting some of the socioecono'nic 
and emotional factors involved in family relationships, as well as i 
an individual child’s feeding problems, the result is a better un 
standing on the part of the teacher as to how she can guide pu 
through some of their nutritional problems. It may take the medi 
social worker’s analysis to unravel many factors associated with h | 
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in- ing ie diabetic child adjust to school. The social worker might be the 
he con ting link between school and home which is necessary for the 
lie fuli success of the nutrition education program at school. She as- 
ble sist’. by giving consultant and educational guidance to parents as well 
nt. as |-achers when she helps them to see in full that children do not live 
ion by oread alone. The nutrition-education program which seeks only 
to impart knowledge has little effect upon children’s food habits. 
rt- Often it is the medical-social worker who can interpret the emotional 
‘he factors associated with food acceptance or rejection which become 
for indices to nutrition education. 
ure Public Health Educators. These workers contribute most to nutri- 
ers tion education in schools when they extend the same emphasis made 
dle by the nutritionist. They, too, are resource people with potential 
he assistance to schools which is rapidly becoming more fully realized. 
ke They are especially able to give information regarding such media as 
nd films, posters, exhibits, and ways and means of extending the school’s 
u- nutrition-education work into the community—where it must go if all 
us its purposes are completely achieved. Parents, as well as children, 
to have roles to play in the school’s nutrition-education work, and health 
‘a- educators are prepared to create situations in which parents, as well as 
teachers, and all representatives of the health department may work 
Ip effectively. Usually this is done through school health committee 
d. organizations as a part of a health council. The word “organization” in 
ry this sense becomes a verb and denotes a continuous process. Herein 
As health educators become coordinators of services and assistance in 
id nutrition education at school. 
Is Public Health Laboratories. Technicians in this group can assist 
NY nutrition education in schools by interpreting their services to 
at teachers (often through sanitary engineers and nurses). They would ; 
. assist very much by helping prepare simple materials to be used in 
é instruction units, including such topics as: “Is Our Milk Safe?” 
“How Pure Is Our Water?” “Do We Have Adequate Sanitary Con- 
0 ditions In Our Lunchrooms?” “How Well Must a Food-Handler Be?”’ 


Although assistance from laboratories is usually given indirectly, it is 


“ nonetheless important. Field trips to public health laboratories are 
e uy . . ‘ : 

) exellent learning experiences for school people. Such trips offer edu- 
Vv 52 : . 

: cat onal opportunities for high-school-age groups which may be a very 


appropriate part of a unit in nutrition education. 

r ° oe ‘ : ; ; 
/ ublic Health Physicians. This group, especially when trained in 

nu! ition, becomes the fountainhead of assistance from health depart- 


‘ me ts to school programs in nutrition education. They assist by 
: wo: ing with school personnel and others concerned in developing 
" pol ies which give authority and direction to programs. They con- 
: tril ite by helping school people keep informed about assistance, both 
; con ultative and in the form of grants-in-aid, available from Federal 
\ 
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agencies. Health officers and staff assist most when they plan and 
work with, as well as for, school personnel in nutrition education. ‘lhe 
physician who works with nutrition problems is in a unique position to 
interpret the community’s nutritional needs upon which the school’s 
nutrition-education program should be built. Nutrition education in 
the schools offers educational opportunities unequaled by any other 
single program within the health department. 
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Kickettsialpox Case Due to Laboratory Infection 


By Marvin H. Siersencer, M.D.,* Epwarp S. Murray, M.D..1 and 
Sipney Conen, M.D.* 


Laboratory infections are an important hazard to personnel working 
with certain rickettsiae, such as the agents of Q fever and typhus 
fever. The risk of laboratory infection in persons working with 
Rickettsia akari, the agent of rickettsialpox, has not been evaluated. 
Rose (1) cites without detail one case of the disease contracted in his 
laboratory. In this paper, we are reporting a serologically proved 
case of rickettsialpox acquired in the laboratory. These observations 
indicate that laboratory work with the agent of rickettsialpox is not 
without risk of infection. 

CASE REPORT 

D.L.S., a 22-year-old married, German-born, laboratory technician, entered the 
Beth Israel Hospital for the first time December 5, 1949, with a complaint of 
chills and malaise. 

The patient was apparently well until November 30, 1949, when she developed 
mild coryza and sore throat associated with slight generalized myalgia. The 
following day she was nauseated and had vague epigastric discomfort. The 
coryza and sore throat decreased and she was about to return to work when, on 
December 3, 1949 ,! she had a rather sudden onset of backache and severe frontal 
headache. At this time, she felt somewhat feverish and complained of marked 
malaise, anorexia, and weakness. The following morning her oral temperature 
was 101° F. falling to 100° F. by evening. Her headache increased in severity, 
and nausea returned. During the night of December 4-5, the patient had several 
chills with a rise in temperature to 101° F. She was admitted to the hospital 
the following morning. 

Past history revealed an appendectomy at the age of 6 and bilateral otitis media 
at the age of 12. In 1946, she had recurrent attacks of abdominal pain and mild 
diarrhea. Amebiasis was diagnosed and treated with unknown medication. 
Repeated stool examinations since that time were negative. She had no further 
abdominal complaints or diarrhea. 

The patient was employed as a technician in the rickettsial disease laboratory 
of the Harvard University School of Public Health. September 7, September 14, 
and November 2, 1949, she was inoculated with separate 0.5 cc. doses of vaccine 
agai ist epidemic and murine typhus and Rocky Mountain spotted fever. Vac- 
cina'ion against rickettsialpox was not performed. From October 1, 1949, until 
the .nset of the present illness, she participated in experiments with strains of 
mur‘ne and epidemic typhus, Rocky Mountain spotted fever, Canadian vole 


* F >m the Yamins Research Laboratory, the Pathology Laboratory and the Medical Service, Beth Israel 
Hos; ‘al, and the Department of Medicine, Harvard Medical School. t From the Department of Micro- 
biolo: -, Harvard University School of Public Health. The portion of this work performed at the Depart- 
ment .{ Microbiology, Harvard University School of Public Health, was supported by a grant from the 
Divi: »n of Research Grants and Fellowships of the National Institutes of Health, Public Health Service. 

'S: ‘ements as to day of disease are based on the assumption that December 3, 1949, was the first day of 
illnes: jue to riekettsialpox. 
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agent, and rickettsialpox. There was no recognized accident or break in tech: ique 
in the laboratory which would have resulted in direct contact with vir lent 
rickettsiae. However, on November 16 and 21, 1949, the patient manipu ated 
yolk-sac membranes of chick embryos infected with the MK strain of ricket: sig). 
pox and made serial dilutions for the inoculation of mice on November 22, 19.49, 

Physical examination: The patient did not appear very ill. The rectal ten: per. 
ature was 102.4° F., the pulse 88, the respirations 20, and the blood pressure 105/70 
No cutaneous eruption or enanthem was noted. The liver and spleen were not 
palpable. There was mild tenderness over the upper sacral and lower lumbar 
vertebrae. 

During the first four hospital days, December 5-9, the rectal temperature 
ranged between 100° F. and 103° F., the latter temperature occurring after a short 
shaking chill. Generalized muscular pains, most marked in the lumbar region, 
moderate frontal headache, slight photophobia, nausea, and anorexia persisted 
On December 6, the fourth day of the illness, three small, red macules were noted 
on the face, including one on the left eyelid. The following morning, about 8 or 10 
pink macules 4 to 6 mm. in diameter were noted scattered over the trunk and 
about the same number of maculopapules on the extremities and face. Several of 
the papular lesions had a tiny, whitish point at the apex. The lesion on the left 
eyelid was definitely vesicular. The same evening, the end of the fifth day of 
illness, treatment with chloramphenicol was instituted; one gram was given by 
mouth every 6 hours. During the following day, no striking change was noted. 
Indeed, more of the eruption was vesiculsr, and a few papular, erythematous 
lesions, 2 to 4 mm. in diameter, were noted on the soft palate and buccal mucosa. 
However, after 36 hours of treatment the temperature dropped to normal where 
it remained except for a single rise to 100° F. By late evening of the seventh day ® 
of illness the patient felt well, and all symptoms, except for some mild blurring 
of vision, had disappeared. The rash quickly faded and was barely visible 3 
days later when she was discharged from the hospital. She returned to work 
completely well on December 19, 1949. The clinical features are summarized 
on the chart. 


Laboratory Data 


An uncatheterized specimen of urine obtained December 5 con- 
tained 8 to 10 white cells per high power field. Urinalysis on December 
9 was negative. The hemoglobin on admission was 12.7 grams and 
the red blood count 4.3 million. White blood counts on two occasions 
were 4,500 and 4,700. An initial blood smear showed 60 percent 
mature polymorphonuclear leukocytes, 9 percent band forms, 22 ricl 
percent lymphocytes, and 9 percent monocytes. Another blood sun 
smear at the time of discharge showed 40 percent mature poly- 
morphonuclear leukocytes, 19 percent band forms, 30 percent lym- 
phocytes, and 11 percent monocytes. Three stool examinations 
disclosed no ova or parasites. Blood nonprotein nitrogen was 1! 
milligrams percent. The Hinton test was negative. Serum agylu- 
tinins were found in a dilution of 1-40 for typhoid O, typhoid H, and wer 
paratyphoid A. Heterophile agglutination test with sheep red b'ood 
cells was negative. Culture of the nose and throat showed no 
pathogenic organisms. The corrected blood sedimentation rate was 
0.25 millimeter per minute (Rourke-Ernstene). Two blood cult ires 
were negative. 
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ag Blood drawn on the fifth day of illness was inoculated into eight 
mice. Six of these, having shown no sign of disease, were subsequently 
challenged with Rickettsia akari and died. Two mice were sacrificed 

on- 10 days after inoculation with no evidence of disease. Blind serial 

ber passages of brain material were carried through four passages in 

nd mice with negative results. A second specimen of blood drawn on 

ons the eighth day of illness was similarly carried through three passages 

pnt in mice also with negative results. Complement fixation tests with 

22 rickettsial antigens and agglutination tests with Proteus antigens are 

acd summarized in the table. Antibody titers against the antigens of 

ly- rick itsialpox and Rocky Mountain spotted fever rose from 0 to 1:80 

m- by the twelfth day of illness. Concomitantly, titers against the 

ns anti-ens of typhus fever rose from 1:40 to 1:160 in the case of epi- 

19 dem: typhus antigen and from 1:20to 1:40 in the case of murine 

lu- typh is antigen. Agglutinations with Proteus OX-19, OX-2, OX-K 

2 were negative during and following the illness. 

1! 

no Discussion 

1 T! : clinical and laboratory characteristics of rickettsialpox as re- 


view. d elsewhere (2) are fairly accurately repeated in the history re- 
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Tests on serum specimens of patient D. L. S. 


























Complement fixation * Weil-Felix 
.| ies ) 
; 








Rocky 
Moun- | Rickett- 


Murine - 
Q fever tain sialpox 


disease ; 
demic typhus 


typhus 


Day of 
Date blood drawn Epi- | 3 





Dec. 4, 1949__....----- 2 

Dec. 6, 1949........-.. 4 

S|) 6 

Dec. 9, 1949__...._.- 7 

Dec. 14, 1949_........- 12 80 | 40 | 
17 
27 
68 








Dec. 19, 1949_......-- 
Le} 3 aos 
Peo. 6, 1900. ........- scinehot valence 
Apr. 24, 1960.......... 143 160 | |} ---0------|-eoewnenes PDA RAL SD: 

I 




















*The figures in these columns are the reciprocals of the final serum dilutions. 


Norte: These tests were performed by Miss Avis Ofstrock. We_are indebted to Dr. Herald R. Cox ¢ 
Lederle Laboratories for the antigens used in the complement fixation tests. 


ported above. The lack of a primary lesion was an atypical feature. 
Although 5 to 10 percent (1, 3) of naturally acquired cases do not 
show a primary lesion, its absence in this instance may be due to the 
unnatural mode of infection. bat 
It is our surmise that the agent gained access to the patient via the 
respiratory or conjunctival mucous membranes during the manipula- 
tion of the infected yolk-sac material. Infection from mites is unlikely, 
since colonies of these arthropods were not present in the laboratory 
during this period. No evidence of exposure of the patient to house 
mice was found. Her residence showed no signs of infestation with 
mice. No house mice have been caught in the laboratory although re 
traps have been set. ch 
The onset of the illness in this case was not sharply defined. Malaise M 
and coryza were present for several days before the onset of feverish- 
ness, severe headache, and backache. This preliminary illness ap- 
peared to have been afcommon cold. However, it cannot, with 
certainty, be dissociated from the subsequent rickettsialpox. The 
interval between the onset of symptoms and the eruption of rickett- 
sialpox is sufficiently variable as to be of no definitive value in 
settling this point. The precise duration of the illness in this case 
must therefore remain uncertain. 
Oral lesions which were noted on the soft palate and buccal mucosa 
of the patient are not frequently seen in rickettsialpox. Greenberg 
and Pellitteri (5) reported oral lesions in only 2 of 144 ‘cases and Rose 
(1), 9 of 35 cases, 
The interpretation of the complement fixation tests is somewhat 
complicated in this instance by the previous vaccinations. Th» rise 
in antibody titer with typhus antigens is best ascribed to the r cent 


inoculation of the patient with typhus vaccines. A rise in titcr of 5) 
this slight degree is often encountered in the post-vaccination p: riod, 
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but s much lower than values obtained after typhus infections (4). 
The appearance in the convalescent period of complement-fixing anti- 
bods both to rickettsialpox and to Rocky Mountain spotted fever 
antizens is the normal serological pattern of rickettsialpox (5). The 
k poss! bility must be considered that these antibodies represent a delayed 

serological response to the vaccination against spotted fever. How- 
om ever, the rise in titer in this instance is distinctly larger than any which 
| we have encountered in the sera of other persons receiving Rocky 
Mountain spotted fever vaccine (6). It is noteworthy that antibodies 
for typhus antigens were already present at the onset of the illness, 
while those for Rocky Mountain spotted fever and rickettsialpox 
appeared between the seventh and twelfth days of illness. One 
might expect, if antibodies were to be produced by the vaccination 


vox against spotted fever, that a detectable titer would have appeared 
about the same time as did those against typhus, since the dates of 

ure. vaccination were identical. For these reasons, the complement fixa- 

not tion tests may be best interpreted as indicative of an infection with 

the rickettsialpox. The negative agglutination tests with Proteus anti- 
gens is in accord with this diagnosis. 

the The infection with rickettsialpox in this case is consistent with the 

ula- hypothesis that vaccination against Rocky Mountain spotted fever 

ely, does not confer complete immunity against rickettsialpox. 

ory The institution of treatment with chloramphenicol on the fifth day 

juse of iilness was followed in 36 hours by a drop in temperature and sub- 

vith sidence of symptoms. Although the possibility of spontaneous 

ugh recovery is not excluded, such a response is similar to that noted with 
chloramphenicol in epidemic typhus, scrub typhus, and Rocky 

Hise Mountain spotted fever (7). Rickettsialpox has previously been 

ish- shown to be amenable to treatment with aureomycin (1). 

ap- 

‘ith Summary 

Phe \ laboratory worker exposed to the MK strain of rickettsialpox 

ad suffered an acute febrile illness accompanied by a rash typical of 

rickettsialpox. Serological data support the clinical diagnosis. The 

“a causative agent was not isolated from the patient’s blood. Our case 


an that reported by Rose (1) indicate the potential hazard involved 
in vorking with rickettsialpox in the laboratory. 
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Williams Retires. Masur New BMS Chief 
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Jack Masur, M.D. Ralph C. Williams, M.D. 


\ppointment of Dr. Jack Masur as Chief of the Bureau of Medical Services 
icceed Dr. Ralph C. Williams has been announced by Leonard A. Scheele, Sur- 

m General of the Public Health Service. 

Dr. Williams retired February 1 from the Public Health Service after 33 years 
active duty. He has become Director of the Division of Medical Services 
the Georgia Department of Public Health in Atlanta. 

Dr. Masur has served as Chief of the Research Facilities Planning Branch and 

rector of the Clinical Center at the National Institutes of Health since 1948. 
planning and construction of the Clinical Center, the largest research facility 
s kind in the world, and which is scheduled to open in 1952, has been largely 
omplished under his direction. 


lntering the Public Health Service in 1943, Dr. Masur served until 1944 as 


pital Officer of the U. 8S. Office of Civilian Defense. In 1944-45, he was 
f Medical Officer of the Office of Vocational Rehabilitation, FSA. He then 
ed for 2 years as consultant on the Hospital Building Committee of the 
‘ration of Jewish Philanthropies, New York City. From 1941 to 1943, he 
Executive Director of Lebanon Hospital, and from 1936 to 1940, Assistant 
ctor of Montefiore Hospital for Chronie Diseases, both in New York City. 


Dr. Williams was engaged for a time in the private practice of medicine in 


ama and for 3 years was with the Alabama State Health Department. He 
red the Public Health Service in 1917 and since that time has served in many 
cities. He was editor of the Pustic HEALTH Reports for 9 years and during 
period was in charge of the public information activities of the Public Health 
ce. From 1936 to 1942 he was Chief Medical Officer of the Farm Security 
nistration. For 2 years during World War II, he was in charge of Public 
h Service District No. 1. In 1943, Dr. Williams was assigned as Chief of 
sureau of Medical Services and served in that capacity until his retirement. 
Williams has just completed the first comprehensive history ever prepared 
e work of the Public Health Service since its establishment more than 150 
ago. This book, The United States Public Health Service 1798-1950, is 
published by Whittet and Shepperson, Richmond, Va., and is expected to 
print by June of this year. 
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Incidenee of Disease 


























No health pete, State or local, can effectively prevent or control disease without 
knowledge of when, where, and under what conditions cases are occurring 


UNITED STATES 
Reports from States for Week Ended February 17, 1951 


The number of cases of influenza for the current week was 5,58] 
as compared with 5,243 for the same week last year which was the 
5-year median. A total of 3,355 cases was reported for the week 
ended February 10, 1951. Three States, Massachusetts, New York, 
and Pennsylvania, in which mild respiratory infections are now 
prevalent do not report influenza. 

In New York State, as reported by Dr. R. M. Albrecht, a disease 
clinically resembling influenza occurred among university students in 
Syracuse in December 1950. A similar outbreak in a State hospital 
followed, but in neither instance was influenza virus isolated. The 
first proved occurrence of influenza in upstate New York affected 
Niagara Falls and the city of Buffalo. No deaths attributed to 
influenza have been reported in this area. Madison and Chenango 
Counties have also had clinical influenza. Clinical influenza has 
again involved Syracuse, where 250 cases were admitted to the univer- 
sity infirmary. A junior college in Dutchess County had 40 cases in 
a population of 185. A hemagglutinating agent has been isolated 
from cases in Niagara Falls and Syracuse and from cases in Madison 
and Chenango Counties. There has been no increase in mortality in 
Buffalo and Syracuse. 

Dr. Morris Greenburg, New York City Health Department, reports 
an outbreak of a disease resembling influenza in a 5,000-bed hospital 
in the Bronx. About 250 cases in patients and attendants have been 
reported. The outbreak started in 1 ward and spread to 7 others 
where about 500 patients are housed. Throat washings and acute 
blood have been taken for laboratory examination. 

Dr. M. M. Siegel, Children’s Hospital, Philadelphia, reports an 
increased incidence of respiratory disease in the Philadelphia are». 

Dr. Vlado Getting, Commissioner of Public Health, Massachuse ‘ts, 
has reported that upper respiratory infections causing absenteeism of 
10 to 20 percent is widespread in the eastern part of Massachus: ‘ts. 
Most of the cases are stated to be mild and of short duration. 

Dr. W. L. Halverson, California Director of Health, states «at 
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s of local health officers indicate that the mild upper respiratory 
ion is still confined to northern and central California. Speci- 
of blood submitted to the regional influenza laboratory from 
istrict in central California showed that A-prime influenza virus 
Official reports of influenza in California during January 
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was 
were below the 5-year median but were more than three times the 
median during the first 2 weeks of February. 

The above reports in conjunction with laboratory findings reported 
indicate the occurrence of localized epidemics of influenza prin- 
cipally due to type A-prime virus, especially in the Middle Atlantic 
States. There was little influenza reported in this area last year. 
Mortality reports from 106 cities in the United States showed a sig- 

81 nificant rise in number of deaths from all causes in only one area. 
he A 7-percent rise in number was reported in the cities located in the 
ek Middle Atlantic States for the week ended February 17 as compared 
k, with the previous week. 
yw 
Comparative Data for Cases of Specified Reportable Diseases: United States 
se (Numbers after diseases are International List numbers 1948 revision] 
in Perey ae Bir wea ie 
| Total for | Cuasintive Cc om ative | 
a week 4 total since | 5-year total for 
| ended— god pe seasonal low | me- | calendar | 5-year 
he Dieses BERS pal - on week dian | year— | me- 
| ee | 1945-46 | | dian 
. tay, |1946-80| week |——— |, eS | —__—_——_ 
ad Feb. | Feb. through! 1946-50 
to ods | me | pee 51/1949 ‘ ie 1951 | 1950 ves ell 
r0 2S Oe ati Orgs ee: wor ese CTR : fe 
i ee | ee leat (‘) (5 (5 () 10 2 8 
as Diphtheria (055)........-....--- 105} 143 207 | 27th | 3,589 | 5,470 7, 960 682; 1,196) 1,602 
Encephalitis, acute infectious 
T- SUED <nuskiahtintelamibibneMetaia coe 16 6 6 (4) (5 (‘) (5 72 73 53 
: Influenza (480-483) _ |5, 581 |5,243 | 5,243 | 30th /34,210 |30, 744 | 33,075 |19, 668 |20, 160 | 20, 160 
In Measles (085) _... 13,890 |7, 136 [13,932 | 35th |99,179 [55,959 | 79, 598 |70,478 |36,829) 53,474 
Meni witis, me ningoe oecal | 
(| Ne Dari: bhai ten dcecieypiis 108 82 88 | 37th | 1,705 | 1, 524 1, 524 611 608 
Pneumonia (490-493) _........-.- | 2,037 |2, 524 ve (‘) (‘) () () 912317 16, 202 | ..-.-- 
yn Poliomyelitis, acute (080) 92 97 43 | llth /|33, 126 |42, 269 | 25, 246 907 795 449 
; Rocky Mountain spotted fever 
in 77 as wien WE BA aah 1} @ (1) (1) () 2 6 5 
Scarlet fever (050) 3_............- 2,435 |2,005 | 2,798 | 32d (31,064 [28,415 | 41,437 |15, 373 [11,976 | 17,837 
Smallpox (084).........---------] _2]----. 2| sith | ' 14] | 16 43 6; 9| | 2 
: lularemia (059) __ i 12 22 25 | & ()) () 105 167 167 
ts Typ 1 ana paraty phoid fe- 
ver (040, O41) 4.2.2.2 --| 49 42] 1th | 3,186/ 3,691/ 3,691/ 271/ 317) 292 
i Whooping cough (056) _. ops 846 | , 701 he 2,095 | 39th [33 111 spew 587 38, 832 | 11, 509 17,051 | 15, 743 
n SSR —_ —_ — — 
; Not computed. # Addition: Tennessee, week ended Jemmary 27, 67 cases. 
) Including cases reported as streptococcal sore throat. 
" ‘In ‘uding cases reported as salmonellosis. 
n 
5, 
vf 
i 
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Reported Cases of Selected Communicable Diseases: United States, \ Rey 
Ended Feb. 17, 1951 
[Numbers under diseases are International List numbers, 1948 revision! 
, energie - Menin- > 
Diph- tis, in- nflu- gitis, neu- I 
Area theria fectious enza Measles menin- monia | my¢ 
gococcal 
(055) (082) (480-483) (085) (057.0) | (490-493) | 
United States___...____- 105 16 5, 581 13, 890 108 

New England_______________-- 1 1 uM 613 1 New 
, SRE RE HSS zee CSR ers 12 Df seicisocare “Ma 
New Hampshire. _--_-_-_- Sebastes nace tides ndadine ieee 1 | See Ne 
MN irs oi cthateruidailes-dinaegs dasendieead dais 17 a narnkablalie te Ver 
Massachusetts... .........--- 1 f Eee 329 BD Fas ntcgites aa Ma 
RS aS Ferree <i 2 | a : Rh 
| EE, Se Riegiates 2 Oy Drtwensenkn Cor 
Middle Atlantie._____......-. 4 4 27 1,600 14 Mide 
Of SS 3 3 123 440 5 ” New 
Le ., eS 1 1 4 409 5 Nev 
POG divosncdesansonen PAS CRUG eee Se 751 4 Pet 
East North Central. _______-_- 6 3 15 2,499 21 East 
| ia <p WW RAS Ale te 649 Scat Ohi 
ON NOREETI I SOE: HR Se icone 6 205 1 Ind 
ee see fp SESE i) 325 2 [lit 
| EERE See! _f ee 419 3 Mi 
. | ESL Ye eR Cpe TE ROR E KE 901 _Y Beer Wis 
West North Central_________- 5 1 7 1, 086 . West 
UD innausing on écenene’ Be aun shee Macon dillon M 2 Mir 
SE EDS Re Ee MASE Ski eee 2 1 low 
OSES Sa PR. 3 1 5 602 2 Mi 
North Dakota...........-.. pdiapstincieuticnsakialel 2 32 1 Not 
South Dakota... -.-..-- ae Be RISA TP Me Ree 21 | eee es Sou 
SESS Se: Pie ee ere | ee SE Net 
EEO A AES Ree Bak SRP SN 343 1 Kar 
South Atlantie______________. 15 2 1, 436 1,096 22 Sout! 
ELITE RTO LES RE, STS Bo te i ETE, RSE 1 Se Del 
Maryland Cr Se ee = te ee pS SEAS se. 13 57 3 Ma 
District of Columbia _____--- PEPE Seer 14 54 1 Dis' 
. i a 4 2 731 153 4 Virs 
I on i ers 283 120 4 We 
North Carolina..............  ) ERR Sa ree 133 |S Peaeegs Se” Nor 
South Carolina..............- _G Eats 212 23 1 Sou 
ne ee | aaa 183 499 1 Geo 
EO ee Es RELIES Leer. 33 BT wsasaueed Flo 
East South Central_________- 18 2 1,943 621 18 East | 
Ae 5 RE aie 8 389 10 yes Ker 
Tennessee... __._.._- scmakingbal 1 1 87 113 ee Ten 
CS AES SS oy BERS a 1, 832 24 CS Se Ala! 
RG ae AR 7 1 16 95 1 | Mis 
West South Central_______-- 34 1 738 3, 155 s West 
EAE TET ELT ig ae ae: 526 151 2 Ark 
Louisiana __--- SER EARE EY EOFs Oh. cv cwiieaan ll 110 1 Lou 
a ae: Dae 201 308 1 Okl 
SR As TER aE 22 i eee 2, 586 4 Tex 
OO _ ERS 1, 092 1, 529 5 Mou 
as icioniqraintatbccarnaceie’ DE canek dence) 1) A Bek seban opens Mo! 
| SR AS ce eee SOAS Tea __ § SREP See ee Ida! 
hf nee my STL ES Per i Seer Wy 
| DSRS > Aa 72 862 4 Cok 
fe Ss 4 ES. i) EERE Nev 
Pd ccrtcidinccintimaculehann | See 653 368 1 Ariz 
| SER TS eel! SET hatte ons. MRS 5 BPRS Uta 
| SE STEELS MTR DES 351 SE VEER St Nev 
a eee aes 16 2 289 1,691 il Pacif 
EEA ¥ Saar 11 483 2 Was 
eT ST saecanraiee , gf Beas 74 49 2 Ore; 
SE cntinendismiabiesiecrd s 2 204 1, 159 7 Cal; 
Mi DS oe Na EEE! SFE , LAK ine, OL CEN? peer, Wa Sr S.. i. pene Alask 
NS SRE IN! EK LTR, BOR 1 | Mae? es i. Skewes Hawa 
Ing 


1 New York City only. 
Anthrar: Pennsylvania, 1 case. 
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Repor ‘ed Cases of Selected Communicable Diseases: United States, Week 
Ended Feb. 17, 1951—Continued 


(Numbers under diseases are International List numbers, 1948 revisiou) 









































7 | 
ey, Typhoid 
ountain and para-| yw . 
Scarlet Tulare- . : Whoop- | Rabies in 
Area — fever | Smallpox) “im yi omyy ing cough} animals 
(104) (050) (084) (059) | (040,041)| (056) 
| 
United States-.--.......|-----.----- 2, 435 2 12 35 | 1, 546 120 
New England _-_--_-.......-- . Seer 223 |. 166 
ir sinkuieoaesquasdan SRSA Sete i See 
New HemNNG Xo 5600 cache cudaces | GOs GRR Ree 11 
Ver ail inecacaswdensdceatercpakens 8) EES Se nea 31 
EEE ESS CNSR fs 7 Le ee | ber ae 
— Rees eee  } RE CO 2 TSN 
Commas stan cé dknimisenwinwiate gh EES SSSR ae Te . eee 
Middle Atlantie____.......--_]-..--,---- Ns 5 5 | 276 | 8 
Mew Tee. Sakincadedsscthetadohivou i, Aer 2 73 | ‘ 
2 Seer ees See |) See SS SS | | - 
PSION cibctececnanceckosevetdace NORRIE SE ae 3 117 | mm Sale 
East North Central______-...}...-.----- 615 1 1 | 190 | 19 
7 RH RTECS TEES >) ; 38 | 2 
CSS ae gg See | 21 11 
AN eS es Se ees ig oe 12 4 
Michigan. ....- Heed Maes SLE eee ee val 62 | 2 
jl EE FIR TLE 55 1 . ‘| | a is naeads 
| 
West North Central...--_|._----_--- © | ES ERT ae $0 | 13 
Ne SMES PRE eC intnahataonaidads | SSS ee | 10 | 1 
(OB. <nc db eetiinrasnesnendiltintepepen cS Ee irenininis | 11 | 12 
J. ES eRe CPSs OD ES | 11 | 
SR AOS eee fh ETS, Ap ae | | 3 
South Dakota... _. SEER ia TESS, Nelle: lee pe Re Wine ee, cet 4) 
EOE Ee ee | Sra Saar ee , ae 
0 PR Eee Mca een REE Sores fp eee 
South Atlantie__.._.._.___.-_]..-.--.--- ee! 7] 6 183 | 17 
J RRA Ae Ee SE OPPS AS ee \ ee 
yl eS ae a 1 26 |... +e 
District of Columbia... ......}]--------.-- |} ES SARE 28 F OT aS ae eo 
Li. RES ee? Cree ik Saeeae ae 1 2 34 | 3 
Want Wa OY, RAGS: Fees 20 | 2 
os " "as Annee fe SE 1 fh 
ee: CC RSE, SOR Ge | REST Ss Ae ree 3 | 7 
ile iSO Cope SSSR 2 T 6 | 4 5 
7), CGR EEA! Reem oy SEES Certs 2 14 
East South Central... ......j-----.---- __ 5 eee 6 76 | 25 
| EEE EAS RTE _S RSS Se ee 2 21 | 11 
NRT EEE Fi TAN SAE SRE LE 4 11 | 12 
PR RE OE LS ERO SREP NOR MEATS! SR es of Soares 
PEROT ERE SERS APRs EE: I Sad) REARS 7 2 
West South Central. __....-_|-.-----.-- ee 3 8 382 | 36 
pt RE Es SESE Nee 3 2 45 | 3 
ep cn icansiscdouncorsebaaedatunen | a ers are 2 2 
i. AERIS ETE ai! ase a RES bag | 1 37 | 
po Bet ME Oe Cie St LT Se | See: A ae 3 208 33 
Moen ta ce 183 1 1 2 123 i 
A EE EL RS. XEN RAR a » ta eae oy SS 
RS IRAE SRI | DOES SSH? Fee OS ee 
WO ee PRATER Ce SE ; 5 
IRAE STRESS: METS Oo, ERR 2 RT 1 16 
dk RPE RAE '? Heeger 1 1 34 ; 
allt Se EE SS ATE SESE EES. 17 OE or rah STE, 45 1 
ER PR BOS Ne Lt ee an TS RE Bale arte - 
Neve 10.5 eae een et NG 7) SRST. ASO, alee 1 
EE LE OTN: SEF ms St Ses RTRSY SCD 8 70 1 
iL Ae SS RE Paras 2 _ , CERES 
EP ERR Sue , | RES ISS ERE 3 2 ; 
te iy A a: ASE i. > SAGER eA TS 3 50 1 
| en ea the. ee RES ORI ISAS MESSE OS I Boe 9 
Sewell Aa) a eae SGP CST NDR ROR CATER egetemre 
‘Incl ‘ing eases reported as salmonellosis. 2? Including cases reported as streptococcal sore throat. 
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Communicable Disease Charts 


All reporting States, November 1950 through February 17, 1951 
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‘ CANADA 
Reported Cases of Certain Diseases 
Week Ended Jan. 27, 1951 
0 Brit- 
Prince 
New- New Sas- ish 
r Ed- | Nova Que-| On- | Mani- . Al- S 
Disease Total — ward | Scotia ——_ bee | tario | toba — berta — 
M Island bia 
é 
$ Re eS CK a EY Gee St punisaie 
0 6 ; 
e Brucellosis. ....-...- ion ~ aden F o< 3 a Bee ‘ite 2 1 
‘ Chickenpox. .....-- 1, 584 2 ae 60 sa 227 770 54 lll 129 229 
3 Diphtheria --..-.-.-- D Evaewves _— 5 3 |- nae RIS a 
3 Dysentery, bacil- 
NY ..nicihenwens RE ail See Sees D Eicebase Ste Se Sale 2 
Encephalitis, infee- 
Wes. wasene saece ey AAR ° pews 7 aaas ine 1 —* <a o aces 
0 German measles. --. 427 |_. ee 23 avs 27 180 2 19 16 160 
Influenza........-- 562 4 en 401 Tree 2 D dine , Solis 
ae eee 2, 478 6 yee 16 2 151 | 2,058 104 50 14 77 
Meningitis, menin- 
gococcal _ .... aa 4 en AER! es . Re 2 ; 1 if Te 
re 1, 649 of as 26 1 169 515 50 240 yx & 408 
Poliomyelitis... - 2 Se ee Eels Sea, See | eae Yrs eee 
Scarlet fever_.....-- gg EEE A Cone 1 89 49 31 17 75 91 
Tuberculosis (all 
EE . - 2 SR PAN 10 20 82 31 12 7 50 33 
Typhoid and para- 
typhoid fever___-.- 22 |... at RE Megs FESS. ‘ 15 PE SS 2 5 
Venereal diseases: 
Gonorrhea... - . 299 |) ee 15 11 56 35 36 16 33 92 
Syphilis. ....... 96 y Rae 2 2 38 18 3 9 2 17 
Primary. 2 GER EEG SR! ee 1 1 |. 2 ; oat 
000 Secondary 1 : hci 7 meen . 
Other. __- 91 Af Sere 2 2 36 17 3 7 2 17 
Whooping cough - - 191 | RC 9 4 47 50 10 4 4 60 
000 
Week Ended Feb. 3, 1951 
| | Brit 
| Prince ° 
, | New- New Sas- ish 
¢ } Ed- | Nova} Que-| On- | Mani- Al- 
p00 "i 2 " 
Z Disease Total | — ward | Scotia | — bec | tario | toba — berta Aad 
0 | Island b 
® ia 
3 
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REPORTS OF CHOLERA, PLAGUE, SMALLPOX, TYPHUS FEVER, \Np 
YELLOW FEVER RECEIVED DURING THE CURRENT WEEK 


The following reports include only items of unusual incidence or of special interest and the oceurr-nce of A 
these diseases, except yellow fever, in localities which had not recently reported cases. All reports of yelloy “01 
fever are published currently. A table showing the accumulated figures for these diseases for the year 1 pr 
date is published in the Puetic Heavtu Reports for the last Friday in each month. fron 

~ mi 

Cholera de ‘ 

India. Cholera was reported in ports of India for the week ended prov 
February 3, 1951, as follows: Calcutta, 82 cases, Madras, 17, Tirwchi- Neo 
rappalli, 14, Negapatam, 7, and Bombay, 1. City 


Plague 


Belgian Congo. One fatal case of plague was reported in Stanley- 
ville Province on February 13, 1951. 


Smallpox 


Burma. During the week ended February 3, 1951, smallpox was 
reported in Burma as follows: Kyaukpyu, 22 cases, Akyab, 12, and 
Rangoon, 2. 

Indochina. During the week ended February 3, 1951, smallpox 
was reported in Viet Nam as follows: Saigon, two cases, and Hai- 
phong one. 

Iran. During the week ended February 3, 1951, 10 cases of small- 
pox were reported in various airports of Iran. 

Iraq. For the week ended February 10, 1951, 16 cases of smallpox 
were reported in Iraq. 

Typhus Fever 

Iran. During the week ended February 3, 1951, eight cases of 
typhus fever were reported in Iran. 

Morocco (French). One case of typhus fever was reported in Casa- 
blanca during the period January 21-31, 1951. 

Turkey. During the week ended February 10, 1951, six cases of 
typhus fever were reported in Turkey. Istanbul and Izmir reported 
one case each for the week. 


Yellow Fever 


Sierra Leone. One suspected case of yellow fever was reported in 
Freetown on February 8, 1951. This case was in an uninoculated 
African male who was hospitalized February 8. 
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D Plague Infection in Lea County, New Mexico 
“ A i-port dated February 2, 1951, states that plague infection was 
" prove:| positive for two specimens consisting of tissue and 30. fleas 


from 1 wood-rat, Neotoma albigula, and its nest. The rat was found 
dead January 15, 1951, 4 miles east of Hobbs in Lea County. 

A veport dated February 13, 1951, states that plague infection was 
( proved positive in a specimen of 36 fleas taken from 2 wood rats, 
- Neotoma albigula, trapped January 19, 1951, 1% miles east of Hobbs 
City dump. 
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One County’s Health Services 


A limited number of mimeographed copies of “Organized Services in 
a Rural County,” a study by Dr. Milton I. Roemer, public health 
physician, and Ethel A. Wilson, public health analyst, are now 
available from the Division of State Grants of the Public Health 
Service. 

The study, conducted in Monongalia County, W. Va., in 1949, sets 
down systematically the structure and function of all organized health 
services having an impact on the people of one county. Considered 
are the services not only of the health agencies but also of the man) 
other agencies in whose general efforts health may be only one part 
Voluntary agencies and even businesses, as well as governmental 
authorities, are included. The programs described emanate from 
Federal, State, and community levels and relate to medical care as well 
as prevention of disease or injury. 

A study of this comprehensiveness can serve as a reminder to the 
public health worker of the manifold programs of health promotion 
going on every day around him, with which he may be maintaining 
little relationship. The challenge to the health department as a 
“coordinating center” for all community health service is made clear. 

Inventories and analyses of this type can be made in any community. 
And the methods followed in this study may be of assistance. 
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The printing of this publication has been approved by the Director of the 
Bureau of the Budget (August 10, 1949). 

The Pusiic Heatta Reports, first published in 1878 under authority of an 
act of Congress of April 29 of that year, is issued weekly by the Public Health 
Service through the Division of Public Health Methods, pursuant to the follow- 
ing authority of law: United States Code, title 42, sections 241, 245, 247; title 44, 
section 220, 

It contains (1) current information regarding the incidence and geographic 
distribution of communicable diseases in the United States, insofar as data are 
obtainable, and of cholera, plague, smallpox, typhus fever, yellow fever, and other 
important communicable diseases throughout the world; (2) articles relating to 
the cause, prevention, and control of disease; (3) other pertinent information 
regarding sanitation and the conservation of the public health. 

The Pusiic HEALTH Reports is published primarily for distribution, in accord- 
ance with the law, to health officers, members of boards or departments of health, 
and other persons directly or indirectly engaged in public health work. Articles 
of special interest are issued as reprints or as supplements, in which forms they 
are made available for more economical and general distribution. 

Requests for and communications regarding the Pustic HeattH Reports, 
reprints, or supplements should be addressed to the Surgeon General, Public 
Health Service, Washington 25, D. C. Subscribers should remit direct to the 
Superintendent of Documents, Washington 25, D. C. 

Librarians and others should preserve their copies for binding, as the Public 
Health Service is unable to supply the general demand for bound copies. Indexes 
will be supplied upon request. 
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